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DC HIE: Our Vision & Mission

Vision
To advance health and wellness for all persons in the District of Columbia by
providing actionable information whenever and wherever it is needed.

Mission
To facilitate and sustain the engagement of all stakeholders in the secure
exchange of useful and usable health-related information to promote health

equity, enhance care quality, and improve outcomes in the District of
Columbia.
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Agenda

* Roll Call and Announcement of Quorum
* Review and Approval of Minutes
* Updates since February HIEPB Meeting

* Designation Subcommittee Update

e Sustainability Subcommittee Update

* CRISP Demonstration on HIE Tools

e MAP Meeting on Social Determinant Debrief
* Next Meeting
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Roll Call and Minutes

e Roll Call and Announcement of Quorum
* Review and Approval of Minutes

k& April 2017




DCAHIE

UPDATES SINCE FEBRUARY HIEPB
MEETING



Enhanced HIE Grant &

___HITTA ang QH"ﬁﬁﬁh Contract |
DCAHIE

* Enhanced HIE grant: 4 new HIE tools, including a patient
care profile, population health dashboard, and quality
measure tool (demo later in the agenda)

— $2.93 million to CRISP in partnership with DCPCA, Health EC,
and Zane Networks

— Concludes September 30, 2017

* Health IT technical assistance (TA) and outreach contract
providing outreach and TA to District providers to help

them attest for Meaningful Use (MU)

— Base year award of $997K to DCPCA and Clinovations GovHealth

— Up to 5 year contract through 2021, which CMS has approved

e Will Promote Use Of CEHRT In DC, Provide TA, And Conduct Environmental Scan To Update
The State Medicaid Health Information Technology Plan (SMHP)
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CMS Awards MEIP Extension thru June 30

* Providers can receive up to $63,750 for full participation

in the MEIP
— Including $21,250 to adopt, implement or upgrade (AlU)

* Requirements:
— MD/DO, Dentist, NP, or Nurse Midwife
— Medicaid patient volume threshold 30% (20% for pediatric)
— AlU federally certified health IT by June 30

* More information on technical assistance:

— Contact eHealthDC staff directly at contact@e-healthdc.org or
202-552-2331

* Please help us spread the word!
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HIT Contract: Potentially Eligible Providers in DC

___for AIU‘MEIP Outreach |
DCAHIE

Nurse Nurse
MD/DO | Dentist | Practitioner Midwife Total

Total Universe of Potential and
Current DC MEIP providers 2,401 158 965 42 3,566

- Total EPs who have received SLR/EUA

payments, 1,602 59 111 15 1,787
- Total EPs in Processing 144 60 34 11 249
Total # of EPs for AIU Outreach 655 39 820 16 1,530

* Provider outreach goal by September:
— Reach 750 providers
— Enroll 350 providers into the MU program

April 2017




DCAHIE

DESIGNATION SUBCOMMITTEE
UPDATE



HIE Designation Subcommittee

Mission

Provide recommendations to DHCF regarding the establishment of
a formal Designation process for HIEs operating in the District.

Goals

Elicit feedback on specific Designation requirements (e.g.,
Technical, Privacy, Security, etc.) and make recommendations to the
HIE Policy Board regarding the legislative process.

k& April 2017




HIE Designation Subcommittee Update

e Subcommittee Members:
— Andersen Andrew (DOH)
—  Christian Barrera (EOM)
—  Evan Carter (CRISP)
— Dena Hasan (DHS)
—  Brian Jacobs (CNMC)
— Katheryn Lawrence (DCAS)
—  Mike Noshay (Verinovum)
— Justin Palmer (DC Hospital Association)
— LaRah Payne (DHCF)
— Donna Ramos-Johnson (DCPCA)
—  Barney Krucoff (OCTO)

 Monthly subcommittee meetings
— Meetings to date: 3/21, 4/11
— Next meeting: 4/27

k& April 2017




HIE Designation Subcommittee Update

Current Activity
 Developing formal definition of HIE

 Reviewed other states’ approaches to HIE designation
— Including Maryland, New York, Pennsylvania, Minnesota

 Using Maryland regulations as the foundation for developing the
District’s regulations

Timeline
* Draft HIE designation rule (April/May 2017)

 BSA Approval (July 2017)
 Executive Order of the Mayor re: Designation (August 2017)

e  Submit Rule (September 2017)

k& April 2017




HIE Designation Subcommittee Update

Eight features of HIE designation policy design:
1) Accreditation/Certification
2) Business Operations
3) Performance Monitoring
4) Policies/Procedures
5) Security and Encryption
6) Technical
7) Incorporate social determinants and education data
8) Consumer/patient engagement

High-level “guide rail” issues for consideration during the HIE designation process
1) privacy/security
2) data breach response
3) access/use/disclosure of PHI
4) auditing/training/enforcement
5) consumer rights and engagement

k& April 2017




DCAHIE

SUSTAINABILITY SUBCOMMITTEE
UPDATE



Outreach Meetings: Progress to Date
DC X HIE I
Organization | HIEPB Attendees ___|Dates

KPMAS Erin Holve, Mary Jones Bryant, Meeting held 12/4/1
Allison Viola

BridgePoint Alison Rein, Erin Holve Meeting held 1/30/17

Hospital

AmeriHealth Pete Stoessel, Erin Holve Meeting held 3/16/17

Caritas

- Very collegial discussions

- Materials are at right level - questions generate good
conversation

- Based on early feedback, are developing some ‘use cases’ to
facilitate discussion (e.g. for members/non-members; for
policy and planning, etc.)

- Some groups at very early stage of HIE; great opportunity to
continue a dialogue

RHCE .
April 2017 .




Outreach Meetings: Up Next....

DCE”""HIE—

CareFirst Claudia Schlosberg, Scheduled 4/25, 10a—11a

Christian Barrera, Erin

Holve
GWU Hospital/MFA Alison Rein, Erin Holve Scheduling for April/May
Gerald Family Care TBD Scheduling for April/May
Sibley Hospital TBD Scheduling for April/May
MedStar Health TBD Scheduling for April/May
Providence Hospital TBD Scheduling for April/May
DC DBH TBD Scheduling for April/May
DC FEMS TBD Scheduling for April/May
DC DHS TBD Scheduling for April/May
DC DOH TBD Scheduling for April/May
DC Hospital Association TBD Scheduling for April/May
DC Nursing Association TBD Scheduling for April/May
DC Health Care Association TBD Scheduling for April/May
DC Primary Care Association TBD Scheduling for April/May

BHCE
April 2017




Upcoming Subcommittee Meetings

e Sustainability Subcommittee Meeting
— Next Meeting: Early June, TBD

e Special Meeting of HIE Policy Board on
Sustainability — late June

k& April 2017




DCAHIE

ENHANCED HIE TOOL
DEMONSTRATION
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 DC Enhanced HIE Project Background

« DC Enhanced HIE Project Initiatives
* Dynamic Patient Care Profile

 Analytical Patient Population Dashboard
« DCPCA Reports
 CRISP Reports

Electronic Clinical Quality Measurement Tool and Dashboard
Obstetrics/Prenatal Specialized Registry

Analytical Patient Population Dashboard
« DCPCA Reports
* CRISP Reports

Ambulatory Connectivity and Support
* Next Steps

« Addendum
» Alignment to DHCF Goals
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% DC Enhanced HIE Project Backgrouno q

On March 28, 2017 the Government of the District of Columbia’s
Department of Health Care Finance (DHCF) signed an agreement
with Chesapeake Regional Information for our Patients (CRISP) to
Implement five health information exchange (HIE) initiatives to
bolster the exchange and integration of data associated with
population health, social determinants of wellbeing, clinical care and
health-related service utilization throughout the care continuum.
CRISP will work with DC Primary Care Association (DCPCA) to
Implement the following:

Dynamic Patient Care Profile
Analytical Patient Population Dashboard

Electronic Clinical Quality Measurement Tool and
Dashboard

Obstetrics/Prenatal Specialized Registry
Ambulatory Connectivity and Support
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* DC Enhanced HIE Project Initiatives

# |Initiative ] Initiative Description

1 Dynamic Patient Care Profile Design and implement an ‘on-demand’ web
based document accessible to eligible
professionals (EPs) and eligible hospitals (EHs) (in
addition to members of their care team) that
would display an aggregation of both clinical and
non-clinical data for a selected patient

2 Analytical Patient Population Design and develop a population-level dashboard
Dashboard accessible by EPs and EHs for patient panel
management.
3 Electronic Clinical Quality Design and implement an electronic clinical
Measurement Tool and quality measurement (eCQM) tool that
Dashboard aggregates and analyzes data captured through

Continuity of Care Documents (CCDs) submitted
by EPs and EHs to calculate their performance
against quality measures for their empaneled
patient population 22



# |Initiative ] Initiative Description

4 Obstetrics/Prenatal Specialized
Registry

5  Ambulatory Connectivity and
Support

Design and develop an electronic form within a
District-specified electronic health record (EHR)
environment, along with a separate web-based
accessible outside of that EHR system, that
enables EPs and EHs to directly enter and submit
data associated with prenatal screenings and
assessments to the District’s OB/Prenatal
Specialized Registry.

Engage EPs and support their connection to the
DC HIE, including technical assistance aimed at
the advanced use of HIE services.

23



Dynamic Patient Care Profile
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The care profile will be developed within CRISP’s current Unified Landing Page (ULP); a
web application that allows users to access multiple data types.

ULP will make “calls” for data stored in multiple locations.

Initially, those data will include Medicaid claims data, ENS subscriber data, and
information from the DHS Homeless Management Information System.

Unified
Landing
Page

Login

&  USERNAME

#  PASSWORD

Support FAQ ContactUS

25
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| Unified BILL HOWARD
CRISP i [~ :
: Page Q (SIGN OUT)
New Search

Patient Search

Last Name(Required) First Name(Required) Date Of Birth(Required)

Gender: ®Male ®Female ZipCode

WELCOME
Welcome to the CRISP Unified Landing Page (ULP)! The ULP is a streamlined method of accessing all CRISP services in one place.

The PDMP Search is the first component of the new ULP, making accessing Maryland Prescription Drug Monitoring Program Data easier and more efficient. The PDMP Search includes a “fuzzy patient search” option creating more flexibility in your
PDMP queries, the ability to combine patient records in the same view, and the ability to sort and filter medication data, and much MORE!

There is much more to come as we are dedicated to providing the region with the best products and services for enhancing treatment and care coordination. Stay tuned!

Announcements Updates
Please note that the “yellow exclamation mark” in the InterState search is caused by a known issue with queries to the
New Previous Virginia and Arkansas PMPs. Once connectivity to these states is reinstated and the InterState queries to VA, AR, CT and

WV are all successful, this indicator will display a green check mark (similar to what is shown currently for all successful
Maryland PMP queries).
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The screen below shows a current view CRISP has created within ULP for Maryland’s
prescription drug monitoring program.

Unified

% CRISP If,zggi"g Home |

New Search > Patient Results

Mr.User Q

Prescnptu)n Drug Mon|toring Program V) Maryland . Interstate (v7.ct. AR, DC) PDMP Query Results (On behalf of Dr.Jones)
CRISPID LAST NAME FIRSTNAME  DATE FILLED DRUG NAME QUANTITY DISPENSED  DAYS SUPPLY PRESCRIBER DATE WRITTEN PHARMACY REFILLS REMAINING ~ PAYMENT METHOD  STATE
Y LY ny I ¢ I Y il Y 1} Y 1l Y 1} Y 1l Y |1} Y i Y I Y
Guy © Mark 11/12/1956 Larazepam1l © 90 11 Jones © 11/03/2016 Drug City @ 2 Commerical MD
MG Tablet John Pharmacy
Guy @ Mark 11/12/1956 Larazepaml © 90 11 Jones © 11/03/2016 Drug City © 2 Commerical MD
MG Tablet John Pharmacy
222221 Guyy ® Mar 12/12/2016 Acetaminophen © 15 5 Smith @ 12/15/2016 ABC L] 0 Cash MD
50 MG Tablet Johnny Pharmacy
222221 Guyy ® Mar 12/19/2016 Acetaminophen @ 15 5 Smith © 12/20/2016 ABC o 0 Cash MD
50 MG Tablet Johnny Pharmacy

Support FAQ Contact US



Table Ke
Data Currently available
Data Aval

in the future

CARE PROFILE VIEW - MOCK UP

—r = —

Mame : John X. Snith

T 3 < —

Organization POC Phone

DOE : 041091954 Bread for the City Dr.X 2025556688

Address: 3700 Massachusetts Ave NW, Washington DC, 20018 Trusted Health Plan

Phone: 202-444-7777 MF &, Dr.O 2025679876

Fhone: 202-555-3232

Status Date Type Date Type Date Type Date
Permanent Supportive Housing 10/10/2010 COPD 3212008 MMR BI6I2015 Metformin 21512014
Diabetes Bl22M362 Influenza 1M1z Levalbuterol 611112009

Insulin 112311385

MName Phone Number Email Start Date End Date hort ! Long term Type Organization Care Plan available|
s, Mary Yon 443-410-4100 myon@®hee org 20112014 2012016 Long term Diabetes control Trusted Health Plan ‘es, click HERE to view
Sally Brown 443.555.8787 sallyomailey@cfmp.org 32014 EI2014 | Short LOPD Frovidence Hospital ‘es, click HERE to view|
Risk Type Score Band Date Facility
Redmission 51 Medium 411112007 myadvancedirectives.com
Re-ED wisit 70 High

Date Facility

Yisit Type Date Facility Yisit Type
61512014 Providence Hospital ER visit 611512014 MFEA
7212015 Howard University Hospit3 DBV visit 71212015 Eread for the City

FPatient Total at All Hospitals

Acreven
Date

Dime har
ae Date b

V/IBFIONS  V/IB/IONS e

B/ERSZONS  BSRB/TONS Baoapatal 2

VIABFTONS  BSEBFIOLS seoapital &

BAABFTONS  FIN/TOLN Hoagsital 8

B/AB/AONS  BSIRSTOLS seoapital 1

V/INSR0NS wRNP0NS Howpial 3

V/28/201% BN/ IOLS Heosptal 1

Conditions

e CHsetue five

Antrirs

Cheoeee

Meotal Health

Vimit

Witney Diss

(ST Tyie adewt o
123450789 " ‘- -
sares4321 O -
A231200 2N o
123456789 e .
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Reporting and Analytics
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<@ Analytical Patient Population Dashboard »

« DCPCA has 100+ standard reports to meet
providers current needs and can be rolled out
to a broader group

* CRISP has developed customized dynamic
reports and virtualizations so end-users can
Interact with their data

30



[Org Overview A

Enrollment
Financial

Facility Utilization
ER Reports

Professional
Utilization

Custom Reports @

Client Reports

Professional Services = Profiling Summary = Profiling Summary- Custom

&

My QOrg- Variance to Benchmark (%)

-1%

4

PCP Visits=7696 ; BM=13289
W Variance (%): -42

HealthEC

Enhanced Connectivity Simplified

Practice Summary

Practice

= Il

Practice Name 67

-9%

Member#

3

120

Rate

1455

My Organization Summary Dashboard ™ .
A My Org- Monthly Trend by Year B
B Admits=280 ; BM=302 B Admits/1000 - Rate M Admits/1000 - Rate Previous Year
B Advanced Imaging=426 ; BM=T75
o0 445
W Bed Days=2462; BM=1586 5o 418
B ERvisits=477 ; BM=547 100 339 —
o 320
B Home Health Visits=1349 ; BM=3531 350 316 296
‘ . o
B out Patient Surgeries=110; BM=173 8 300
. A\
B PCP Visits=7696 ; BM=13289 E’ -
- . — M
W PVPM=$772; BM=849 Z 200
B Quality Total Compliance=23 ; BM=90 150
B Re-admission Summary=20; BM=12 100
B SNF Admits=63 ; BM=83 -
B SNF Bed Days=3229 ; BM=2203 , [ |
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov
2016 2016 2016 2016 2016 2016 2016 2016 2016 2016 2016
[\ Provider Summary |
Org | Variance(%) | Report Provider Member# | Rate | My PeerGroup | Variance
Rate PeerGroup Rate
280 ¥ 419 Admits/1000 LASTNAME42, 61 257 PCP 2581

FIRSTNAME42




Org Overview

Enrollment *
Financial

(59
Facility Utilization

ER Reports

Professional
Utilization

Quality Measures

Custom Reports @

Client Reports

Line of Business Plan Region Time Period
MSSPCOMMERCIAL  [v| XYz MsSpxvz BCBS  [v] CMS MSSP;BCBS COMM ¥ | 20152016

ﬂ' Click Here To Modify Report Criteria

Enrollment
My Org- Monthly Member Panel Bxport To:-

<[y >

& Data Headers

| LOB i E‘ | Plan B‘ ‘ Region B‘ ‘ Year AB| Jan Feb Mar | Apr | May = Jun Jul Aug | Sep Oct | Nov | Dec
2015 7952 7,952 8397 8249 8283 8,046 8708 8,248 8143 8,040 7,872 7,686
|-] COMMERCIAL | (-] XYZ BCBS | -] BCBS COMMERCIAL
2016 11,464 11,026 11,026 11,026 11,026 11,026 11,026 11,026 11,026 11,026 11,026 11,026
2015 17,689 17,623 17,574 17,488 17,440 17,418 14,688 14,675 14,661 15,662 15,656 15,651
-] MSSP =] XYZ MSSP | -] CMS MSSP
2016 16,152 16,147 16,146 16,980 16,980 16,978 17,716 17,716 17,716 17,716 17,716 17,716
< [1] )
My Org- Age/ Gender Distribution
<[y | >
& Data Headers Drop Column Fields Here
| LOB AE‘ ‘ Age Group AE“
13-19 49 48 97 0 0 0
20-39 27,549 31,470 59,019 4 ] 9
40-49 24,414 27,147 51,561 4 4 8
50-59 38,165 41,468 79,633 6 7 13
32




Org Overview
HEDIS

w Profile Summary AWV

Quality Measures

Enrollment

Financial

Export To:

|

Select

Domain &

Measure

Facility Utilization

ER Reports

Performance %

@ Organizational

Benchmark

Variance(%)

Domain: Cardiovascular Conditions
Domain; Care Coordination/Patient Safefy
Professional Domain: Coronary Artery Disease
Utilization Domain: Diabetes Care
Domain: Ischemic Vascular Disease
e Domain: Mental Health
Pharmacy Utilization 0) Dormain: Oncology
.’J [Z Domain: Prevention and Screening
90%
RiskAnaIytics Preventive Care and Screening: Influenza Immunization m F ‘ a6% Y
B Pneumonia Vaccination Status for Older Adults 0% ‘ a9 ¥
Quality Measures I.:\
7“ Met = Not Met ‘ Exp/Exc ‘ Denominator ‘
Custom Reports Screening
Statug/Result | 22
Member ID Last Name First Name Gender Age Enrollment Status | Phone Address Code & Description dsjResult Do
Value/Medication Pe
Client Reports @ i i Name
M504521599P2A | LN10003 FN10003 Female 67 Active 732-271-0600 371 Hoes Ln, A
M833547543P9A | LN10004 FN10004 Male 67 Active 732-271-0600 371 Hoes Ln, 33




<@ Population Risk Stratification Report - DCPCA

Enrollment
HEEIET=I M High Risk Patients =~ RUB Distribution Analysis ~ MEDC by RUB Distribution =~ Cost Prediction = Risk Score PSR PSR-Practice

Financial - e P Y R
g HealthEC My Org- Population Stratification Summary Dashboard
Facility Utilization My Org- Population Stratification A My Org- Category Distribution by Cost and Risk S... B
Category Plan #0of | % of Total Total % of | Avg Cost Per | Avg Risk
— Patients | Patients Cost(§) |  Total |  Patient($)  Score B Complex Case Management - % of Total Cost
eports Cost B Complex Case Management - Avg Risk Score
; Complex Case Management XYZ 762 5 54,798,375 4123 71914 459
Professional MSSP
Utilization :
Disease Management XYZ 9,586 62.85 67,196,065 50.55 7010 1.04
(CHF,CAD,COPD DM ASTHMA) ~ MSSP
I
Wellness/Prevention XYZ 4904 3215 10926937 822 2,228 0.67
’ ’ Complex Case Management
Risk Analytics F MSSP
) Member Detail by Catego L
Quality Measures S 3
Member ID Last First DOB Age | Gender | Address! | Address2  City |State | Zip | Phone Prospective [OH
Name  Name Risk Score | Score | Sc
Custom Reports @
M0O02S01S19P7A  LN1540  FN1540  3/9/1927 90 F 371 Hoes 732-271-0600 2.24 0.12 Lf(
Ln
Client Reports
M002522571P8A  LN2611  FN2611  10/30/1930 86 F 371 Hoes 732-271-0600 1.61 011 W
Ln

MO002547590P216  LN21801 FN21801  9/1/1931 85 F 2.1634 024 LC




My Org- High Risk Patient Selector

Financial Population Selector

2]

Facility Utilization Disease Condition Program Status Practice Name Care Manager
Diabetes v Active-Primary v (All) v (All)
ER Reports
a Admits R Y. ERVisits
Professional Y E E E
Utilization -t 0 1 2 3 45 6 7 8 e 10 1 12 0 2 4 6 & W 12 14 16 18 2
Pharmacy Utilization O Risk Score Q Y. Total Paid Amount

L]
2 B B
]!

Risk Analytics 2 4 6 8 WM T W 1% 18 0 2 SOK $100K  S200K  S300K  S40K  SSOOK  SGOOK  S70OK

D)

Quality Measures

®HealthEC

Enhanced Connectivity Simplified

U

Members by Risk Score Members by Condition
Custom Reports

Client Reports ESRD - 2 pts

DM -3 pts




Org Overview

Enrollment

Financial

Facility Utilization

ER Reports

Professional
Utilization

Quality Measures

Custom Reports

®

Client Reports

®

(EOEVEN  30DayReadmit  AvgPaid  Dx Admits

Dx Members

PCP Followup within 14 days of Discharge

CliCK Here 10 ModIly Repor

Lane Admits

fliena

Practice ER  Practice LOS = Practice Members

Drag a column header here to group by that column

Practice Name E TIN E Patient Panel Total Admissions PCP Followup within 14 days Rate of PCP Followup (%)
| o ° | °l °| v
Document Admin 111111112 104 L] R 76.19
labaccountdemo 234567823 26 2 14 63.64
Practice name 1 226019101 1482 407 332 81.57
Practice Name 67 010564568 3 0 0 0
Practice Name10 510630915 36 21 17 80.95
Practice Name1001 22372171 479 5 3 60
Practice Name1002 462219798 2740 421 309 73.4
Practice Name1003 800090704 68 16 10 62.5
Practice Name1074 076449747 432 85 70 82.35
Practice Name1075 143869783 295 119 97 81.51
Practice Name1076 150241799 53 8 6 75
Practice Name1077 223672655 143 16 10 62.5
Practice Name1078 262709564 178 4 34 82.93
Practice Name1079 274835101 2 0 0 0
Practice Name11 461037920 944 254 209 82.28
Total 4,935 3,741 7581

Page 1 of 5 (68items) < [1] 2 3 4 3 E

Page size: m

® Create Filter
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% Hospital Readmissions by Diagnosis/Facility

)

P DCPCA

Enhanced Connectivity Simplified

gHealthEC My Org- All Cause Readmission Summary 2016 .

Financial E My Org- Readmission Summary ) My Org- Readmits Rate Monthly Trends B
]
" e B Admit Count [l Readmit Count g 40 .
[Famllfy Utilization 7 g 29 28
6K 8 30
5K £
ER Reports § e E
> o
. K 0
Prpfes;mnal &.'_ 1K Jan Feb Mar Apr May Jun  Jul Aug Sep Oct Nov
Utilization " % 16 16 16 16 16 16 16 16 16 16
Pharmacy Utilization O 2016 o
]
Risk Analytics E% My Org- Readmits by DxG B
Diag Group Admissions | + Re-Admissions = Re-Admit Rate By Diagnosis All Admissions
i — N . |
LI B Septicemia (except in labor) 316 78 24,68% 745%
4
Congestive heart failure; 249 72 28.92% 5.87%
Custom Reports @ nonhypertensive
Cardiac dysrhythmias 149 40 26.85% 3.51%
Client Reports
@ Undefined DxGroup 216 32 14.81% 5.10%
My Org- Readmits by Facility |
Facility Name Admissions | Re-Admissions Re-Admit Rate By Facility All Admissions
|
LASTNAME4817 1760 350 19.89% 41.52%
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Enrollment

Financial

Facility Utilization

ER Reports

Professional
Utilization

Quality Measures

Custom Reports

®

Client Reports

®

14Days  30DayReadmit = AvgPaid DxAdmits DxMembers DxER Practice ER = Practice LOS = Practice Members

Lane Admits
Drag a column header here to group by that column
Practice Name TIN Patient Panel Total Admissions LANE Code Admissions LANE Admit Rate (%) Top 10 LANE Codes
| Ll i 9 kil kil o v
Document Admin 111111112 104 42 2 4.76  486-PNEUMO
Practice name 1 226019101 1482 407 10 2.46  486-PNEUMO
Practice Name1002 462219798 2740 921 7 1.66 486-PNEUMO
Practice Name1074 076449747 432 85 2 2.35 486-PNEUMO
Practice Name1075 143869783 295 119 1 0.84 486-PNEUMO
Practice Name1078 262709564 178 41 1 2.44  486-PNEUMO
Practice Name11 461037920 944 254 3 1.18 486-PNEUMO
Practice Name15 300210090 505 26 1 3.85 486-PNEUMO
Practice Name21 223846374 257 A 1 2.94  486-PNEUMO
Practice Name23 223785108 479 62 1 1.61 486-PNEUMO
Practice Name24 223782703 452 65 3 462 486-PNEUMO
Practice Name25 223748778 499 141 3 2.13  486-PNEUMO, 491.21-0BS
Practice Name27 223736706 924 92 2 2.17 486-PNEUMO
Practice Name29 223681937 808 67 2 2.99 486-PNEUMO
Practice Name30 223671927 625 88 1 1.14  486-PNEUMO
‘ ‘ Total 4,509 133 295

Page 10f3 (39 items) < [1] 2 3 [2]

Page size: m

% Contains([Top 10 LANE Codes], ‘pneumo)
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<% Controlled Substance Prescribing by Drug

‘p)’)

™ Class - CRISP

; Controlled Substance Prescribing by Drug Class
CRISP

Overlapping Opioid/Benzo Individuals per 1000 by County - 1/1/2015 through
1213172015 Time Period
FIeR Start End
[1112015 | [12312015 |

Prescribing Measure

| Crerlapping Opicid/Benzo Individuals per 1000 - |
Mumber of Individuals Receiving Drugs
Mumber of Prescripion Fills
Prescripiion Fills per 1000
Individuals Receiving Drugs per 1000
Overlapping Opicid/Benzo Individuals per 1000

Weast

Owerlapping Opicid/Benzo
Individuals per 1000

el — ’
S —— il lemmien County
[ gy -
Dvug Closs must be sef to Benzodiazepine andfor Opioid (al) when wsing the OpioidBenzo Individuals per 1000 Measure
County Overlapping Opicid/Benzo Individuals per 1000
———— S ——— I
2
®a
£ ® County
e —_—— - —————— —— @ Statewide
s, ———— T —
2 ————— — —
£ —_—
- p—_________ _ — ___ _________________— ]
1]

January February March April May June July August September  Ociober MNowember  December
Month of Date Dispensed [2015]

Overlapping OpicidiBenzo Individuals per 1000 by Age Group

—_—  — Age Group
'———————————-_-—-_ 1
" W<
E2 S W 1524
o —_—— W 2534
g 1 | EL¥F
L]
£ Age Group: 45-54
o Time Penod: August 2015
January February March Apri May June Juty i E_:'; :' ng Measure: ?\gerla pping Opicid/Benzo Individuals per 1000
Month of Date Dispensed [2015]
DHMH 2017. Tableau dashboards developed by CRISP. Data Source: Prescription Drug Monitoring Program (PODMP) data 39

PDMP Data available between: 1/1/2014 and 320/2017.



Interventions

Pre/Post Analysis

:
CRISP

Visits per Member
Before After
20 ]
15 ]
= L]
4 .
=
=
g 10 ™
B
-
= .
L]

- DHMH and HSCRC. 2016. Tableau dashboards developed by CRISP.

Charges per Visit

Before

Charge per Wisit

580,000

360,000

540,000

520,000

30

After
]
L
@
L]

@

e

e © ®

* 9

Analysis of 3 Months of Visits Before and After the Enrollment Date

The analysis is based on admissions before and after the enrollment date. Please select the number of months, the types of visit
to include in the analysis and sorting order for other hospitals. Depending on the number of months selected, some participants
might not be included in the analysis, if they do not have data for the entire period before and after the analysis. Mumber of
Members with data for the analysis shows, the number of members that are included in the report for a given selection.
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% Trend Analysis Before and After Enrollment

)

Summary = Panel Analysis =~ Owverall Trend Analysis =~ Relative Trend Analysis ~ Distribution of Charges and Visits | Breakdown of Charges = Notes

PI"&/POS‘[ AnalySIS Analysis of 3 Months of Visits Before and After the Enroliment Date

The analysis is based on admissions before and after the enrollment date. Please select the number of months, the types of wisit to
include in the analysis and sorting order for other hospitals. Depending on the number of months selected, some participants might

i not be included in the analysis, if they do not have data for the entire period before and after the analysis. Number of Members with
CRISP data for the analysis shows, the number of members that are included in the report for a given selection.

Visits Trend

Number of Days from Enrollment Date
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- DHMH and HSCRC, 2016. Tableau dashboards developed by CRISP.
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Pr&[ POSt Ana|y515 Analysis of 3 Months of Visits Before and After the Enrollment Date

The analysis is based on admissions before and after the enrollment date. Please select the number of months, the types of visit to
include in the analysis and sorting order for other hospitals. Depending on the number of months selected, some participants might
not be included in the analysis, if they do not have data for the entire period before and after the analysis. Number of Members with
data for the analysis shows, the number of members that are included in the report for a given selection.

Relative Trend

Program Name

Mumber of Months from Enroliment . 3Cl-Engaged
B BSHEZ-Engaged

171.0

150
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100
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28.0
]
-3 -2 -1 ] 1 2 3

- DHMH and HSCRC, 2016. Tableau dashboards developed by CRISP.
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"" Service Line Breakdown of Char

- CRISP

ges Before

Summary

Panel Analysis =~ Overall Trend Analysis =~ Relative Trend Analysis = Distribution of Charges and Visits = Breakdown of Charges

PreIPOSt Ana|YSIS Analysis of 3 Months of Visits Before and After the Enrollment Date

The analysis is based on admissions before and after the enrollment date. Please select the number of months, the types of visit to
include in the analysis and sorting order for other hospitals. Depending on the number of months selected, some participants might
not be included in the analysis, if they do not have data for the entire period before and after the analysis. Number of Members with

i
CRISP

Breakdown of Charges Sheet

data for the analysis shows, the number of members that are included in the repart for a given selection.

Before or After Enroliment

Before After
Charges - Anesthesia | 592,001.44 | 566,394.36
Charges - CATScan [ $293,636.60 | 313752683
Charges - CoronaryCare [JJJj 5451.420.00 | 561,954 56
charges - Drugs [N 5+.034.489.43 P 52,192.006.72
Charges - EEG | §55,041.74 §2,797.60
Charges - EKG [ $390,771.02 | 5117082 48
Charges - EmergencyRoom |G 5. 115367 .04 P s1.848.516.00
Charges - FreestandingClinie = 50.00 50.00
Charges - IVC ] 5333,980.35 | 589.608.66
Charges - Intensive [N 51.473.271.69 P 31,525,980.04
Charges - LaborDelivery  30.00 30.00
Charges - Laboratory |JENN 51843057 88 [ 5933.964.73
Charges - MRI || 5140,693.36 |sne31277
Charges - MedicalSurgical |G ;¢ 6120500 [ 53.666,197.66
Charges - NuclearMedicine | 3207 48563 | 546,058 B8
Charges - Mursery 50.00 50.00
Charges - OccupTherapy | $49,532.06 | 67.156.22
Charges - Oncology = 30.00 30.00
Charges - OperatingRoom | 52047.246.74 [ 81.157.982.80
Charges - Other [JJj $589,145.72 [ 5313,866.58
Charges - OutpatientClinic I $1.307.036.83 [ §1,000,078.47
Charges - PhysicalTherapy [JJj 5489,153.11 | 522523097
Charges - Psychiatric 52 500.00 30.00
Charges - Pulmenary | 5130,951.64 527 48747
Charges - RadiationTherapy | 51.795.974.50 I 557888513
Charges - RadiologyDiag [JJJll 5678.761.93 I 5382 502.58
Charges - Respiratory - 3507974 .99 I $210,812.23
Charges - SkilledNursing | $0.00 $0.00
Charges - SpeechAudiology | $109,372.49 | 54970692
Charges - Supplies I 51413.940.10 [ 51.466,926.08
oM M 4M BM BM 10M  OM M M &M

Notes
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CMS' Medicare Chronic Condition Data - Prevalence in Maryland Counties

]

Select a county on the map.

© OpenStreetMap contributors Virainia
Allegany

Chrenic Conditions Chronic Cendition Prevalence Difference from Statewide Prevale..
Alrheimer's Disease/Dementia 10.07% 0.07

Arthritis 35.69% 6.60

Asthma 5T1% 077

Atrial Fibrillation

Cancer

Chronic Kidney Disease
COPD

Depression

Diabetes

Heart Failure
Hyperlipidemia
Hypertensicn

Ischemic Heart Disease

Osteoporosis

Schizophrenia and Cther Psychetic Disorders

Stroke

8.32% 0.44
752% -1.23
0.67

16.99%

13.33% 3.36

16.59% 269

30.72% 214

14.50% 0.85

55.09% 5.82

. Alzheimer's Disease. .. Chrenic Kidney Dis.... . Hyperlipidemia Stroke

Arthrts . COFD . Fyperiension

7335 0.86 0 asthma Depression |7 1schemic Heart Dise...

46T% 1.30 Atrial Fibrillation . Diabetes Osteoporosis 44

4.89% 0.49 . Cancer Heart Failure . Schizephrenia and ...




Electronic Clinical Quality Measurement
Tool and Dashboard
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CMS.gov

Centers for Medicare & Medicaid Services

Clinical quality measures, or CQMs, are tools that help measure and track the quality of health care services provided
by eligible professionals, eligible hospitals and critical access hospitals (CAHs) within our health care system. These
measures use data associated with providers’ ability to deliver high-quality care or relate to long term goals for quality
health care. CQMs measure many aspects of patient care including:

health outcomes

clinical processes

patient safety

efficient use of health care resources
care coordination

patient engagements

population and public health

adherence to clinical guidelines

Measuring and reporting CQMs helps to ensure that our health care system is delivering effective, safe, efficient,
patient-centered, equitable, and timely care.

To participate in the Medicare and Medicaid Electronic Health Record (EHR) Incentive Programs and receive an
incentive payment, providers are required to submit CQM data from certified EHR technology.
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» How can CQMs help?

CQM examples:

CMS
elMaasura ID
(Far
Reporting in Measure Title and CMS Measure Numerator Denarminator
2016) NOF # Domain Description Statement Statement Measure Steward | PORS#
CMS165v4 | 0D18 Controlling High Elood Percentage of patients 18-85 | Patients whose blood Fatients 18-85 years of age | National Z36
Pressuns years of age who had a pressura al the most who had a diagnosis of Commiites for GPRO
R diagnosis of hypertension recent visit is adequately | essential hypertension Quality Assurance | HTN-2
Domain: Linical Frocess/ a1 whose bicod pressure | controlled {$]rslnig bloo | within the fuet sbx months of o
Elfactivenses was adequately controlled | pressure < 140 mmHg | the measurement period or
{<140/80mmHg) during the | and diastalic blood any time prior 1o the
measurement period. pressure < 90 mmHg) measurement period
during the measurerment
period.
CMS138v4 | 0028 Preventive Care and Percentage of palients aged | Palients wha were All palients aged 18 years | American Medical | 228
Soreaning: Tobacto Usa: 18 years and oldar who weara screenad for iobacco use and older seen for at lkeast Association- GPRO
Screening and Cessation | screened for lobacco use at least once within 24 | two visils or at least one convened PREV-
Intervention one or more times within 24 | months AND who preventive visit during the | Physician 10
. | manths AND who received raceived lobacco measuremant riad Consartium for
Domain: Population/ cessation counseling cessation intervention if e Performarnce
Public Health intervention if identified as a | identified as a tobacco Improvement(R)
lobacco user user (AMA-FCF)
CMS125v4 | Mot Breast Cancer Screening | Percentage of women 40-53 | Women with one or more | Women #1-59 years of age | National 112
Applicable | oo o | years of age who had a mammograms during the | with a visit during the Committee for GPRO
Effectivensss breast cancer. the year prior 1o the
mEasurameant pHI‘IUﬂ
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- CALIPHR | it eoring ol

What is CAliPHR? nghllghts

CAIiPHR is designed to calculate Capable of calculating eCQMs

. .. ) from C-CDA or QRDA Category 1
electronic clinical quality measures files

(eCQMs) at a provider, practice, payment 1 Achieved ONC 2014 Edition

. Certification for:
arrangement, and community level to o (0)(1) - Capture and Export

support incentive and value-based o (c)(2) = Import and

Calculate
payment programs. o  (c)(3) —Electronic

Submission

gm o (d)(5) — Automatic Log-Off
" . L. o (g)(4) —Quality
inical/ Clinical Data Calculation WIESN Reporting - Management System

&) Interf =
- &Expm’ S Multiple data collection methods
45 ﬁﬁ . Capable of accepting and

calculating custom eCQMs

(.
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@ CAIiPHR - Certified eCQMs

A ,- 4 ?{;_h-:i ,A
eMeasure Description Snapshot eMeasure Description Snapshot

CMS122 0059 Diabetes: Hemoglobin Alc Poor Control CMS155 0024 Weight Assessment and Counseling for...
CMS123 0056 Diabetes: Foot Exam CMS157 0384 Oncology: Medical and Radiation - Pain...
CMS124 0032 Cervical Cancer Screening CMS158 N/A Pregnant Women that had HBsAg Testing
CMS125 N/A Breast Cancer Screening CMS159 0710 Depression Remission at Twelve Months
CMS126 0036 Use of Appropriate Medications for Asthma CMS160 0712 Depression Utilization of the PHQ-9 Tool
CMS127 0043 Pneumonia Vaccination Status for Older Adults CMS161 0104 Adult MDD: Suicide Risk Assessment
CMS129 0389 Prostate Cancer: Avoidance of Overuse of... CM5163 N/A Diabetes: LDL Management
CMS130 0034 Colorectal Cancer Screening CMS164 0068 (IVD): Use of Aspirin or Another Antithro...
CMS131 0055 Bfeliie: By B CMS165 0018 Controlling High Blood Pressure
CMS132 0564 Cataracts: Complications within 30 Days... CMS166 0052 Use of Imaging Studies for Low Back Pain
CMS167 0088 Diabetic Reti thy: D tati f...
CMs133 0565 Cataracts: 20/40 or Better Visual Acuity... 516 abetic Relinopathy: Documentation
. . . . CMS169 N/A Bipolar Disorder and Major Depression...
CMS134 0062 Diabetes: Urine Protein Screening
. . CMS177 1365 Child and Adolescent MDD: Suicide Risk...
CMS135 0081 Heart Failure: ACE Inhibitor or ARB Therapy... o
o CMS182 N/A (IVD): Complete Lipid Panel and LDL Control
CMS137 0004 Initiation and Engagement of Alcohol and... . o .
CMS2 0418 Screening for Clinical Depression and Follow...
CMS138 0028 Tobacco Use: Screening and Cessation... . .
CMS22 N/A Screening for High Blood Pressure and Follow...
CMS139 0101 Falls: S ing for Fut Fall Risk
A L CMS50 N/A Closing the Referral Loop: Receipt of Specialist..
CMS140 0387 Breast Cancer: Hormonal Therapy for Stage... CMS52 0405 HIV/AIDS: Pneumocystis Jiroveci Pheumonia
CMS141 0385 Colon Cancer: Chemotherapy for AJCC Stage... CMS56 N/A Functional Status Assessment for Hip...
CMS142 0089 Diabetic Retinopathy: Communication with... CMS62 N/A HIV/AIDS: Medical Visit
Cms143 0086 (POAG): Optic Nerve Evaluation CMS65 N/A Hypertension: Improvement in Blood Pressure
CMmS144 0083 Heart Failure: Beta-Blocker Therapy for Left... CMS66 N/A Functional Status Assessment for Knee...
CMS145 0070 CAD: Beta-Blocker Therapy - Prior Myocardial... CMS68 0419 Documentation of Current Medications in...
CMS146 0002 Appropriate Testing for Children w/Pharyngitis CMS69 0412 BMI Screening and Follow-Up Plan
CMs147 0041 Influenza Immunization CMS74 N/A Primary Caries Prevention Intervention as...
CMS148 0060 Hemoglobin Alc Test for Pediatric Patients CMS75 N/A Children Who Have Dental Decay or Cavities
CMS149 N/A Dementia: Cognitive Assessment CMS77 N/A HIV/AIDS: RNA Control for Patients with HIV
CMS153 0033 Chlamydia Screening for Women CMS82 N/A Maternal Depression Screening
CMS154 0069 Appropriate Treatment for Children with URI CMS90 N/A Functional Status Assessment for Complex...
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CAIlIP

-.;+ B

<+ Person and Caregiver-Centered Expenence
Outcomes

+ Effective Clinical Care

4 Community, Population and Public Health

+ Efficiency and Cost Reduction Use of
Healthcare Resources

+ Patient Safety

+C ication and Care C

Screen Shot

# CAliPHR

Organization: Practice/Group: Provider:

Last Calculated : Nov 6, 2015 Reporting Period: Oct 8,2015 to Nov 6,2015

Effective Clinical Care

CMS126v3: Use of Appropriate Medications for Asthma.

Numerator
564 270
- ’ Count 2
Numerator
RS1:5-11 "
Count 0
erate
RS2:12-18 P
. ’ Count 2
Numerator
RS3:19-50 "
Count 0

Period:

CQMs Selected: 0

Denominato

Count

Exclusions

Denominato

Count

Exclusions

Count

Count

r

A Home

Inrtial Patient

Population

IPP
Initial Patient
Population
PP

A Preethi Tiwar

al
D
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%2 DHCF CAliPHR Deployment

L

Identify DHCF Priority Measures
e eCQMs (Clinical)

 HEDIS/Claims

e Hybrid (Clinical and Claims)

Identify Potential DHCF Programs

* Medicaid EHR Incentive Program

e Quality Payment Program (QPP)
* Merit-Based Incentive Payment System (MIPS)
* Alternative Payment Models (i.e. ACO, CPC+, PCMH, etc.)

e DC Public Health Measures
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OB Form and Web-Application
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* The Obstetrics/Prenatal Specialized Registry will
address infant mortality and poor birth outcomes.

« Will work with eClinicalWorks (eCW), the largest
EHR vendor in the District, to develop a method In
which providers can automatically capture and
submit Medicaid-required prenatal assessment
data from within the eCW platform.

* Form within eCW to allow users to complete and
submit the District’s current Obstetrical
%Auth)orlzatlon and Initial Assessment form (OB

orm).

« Secure website that allows non-eCW users to
complete and submit the OB form.
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Ambulatory Connectivity and Support
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gé Ambulatory Connectivity and Support Q)

L )
\ A
\ I e

« Many ambulatory providers do not have the _
connectivity, tools and skills needed to succeed In
population-based quality and value-based health
care payment models

« Technical assistance to directly engage with
Medicaid ambulatory providers

* Assist providers with on-boarding activities
associated with DC’s growing Health Information
Exchan?e (HIE) services, including those
associated with DHCF’s Health Home programs
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S Next Steps

» Develop draft of user stories and functional
requirements

» Convene DHCF and other relevant
stakeholders to review requirements

 Define claims data necessary to support
requirements

 Obtain Medicaid Data Warehouse extract
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Addendum
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&2 Alignment to DHCF Goals

o
t

Overall Vision for HIE in DC

Bolster the exchange/integration of data associated with population health, social determinants of wellbeing,
clinical data and health-related service utilization throughout the care continuum to improve health outcomes,
control health care costs, and enhance the patient experience of care received throughout DC. ROAD

ROAD MAP GOAL #1: Promote providers’ ability to share structured reports on patient care management that
promotes coordinated care, quality improvement programs, performance reporting, and public health initiatives,
among other aims

Objective Description Enhanced HIE Project

Objective A Increase the ability for EPs and EHs to access key data captured outside * Dynamic Patient Care Profile
of their practices/organizations to improve/manage the health of their * Ambulatory Connectivity and Support
patient populations * Analytical Patient Population Dashboard
Objective B Create a single source for EPs and EHs to access critical patient * Dynamic Patient Care Profile
information * Ambulatory Connectivity and Support

* Analytical Patient Population Dashboard

Objective C Incorporate Medicaid claims data and real-time ambulatory connectivity, ¢ Dynamic Patient Care Profile
alongside existing hospital data networks, to enable greater insight into * Ambulatory Connectivity and Support
patient’s current and future health beyond the data captured in the * Analytical Patient Population Dashboard

individual medical record
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&2 Alignment to DHCF Goals

o
t

Overall Vision for HIE in DC

Bolster the exchange/integration of data associated with population health, social determinants of wellbeing,
clinical data and health-related service utilization throughout the care continuum to improve health outcomes,
control health care costs, and enhance the patient experience of care received throughout DC. ROAD

ROAD MAP GOAL #2: Enhance the sharing and use of patient histories in support of patient safety

Objective Description Enhanced HIE Project

Objective A Leverage technical integration and outreach support services to * Obstetrics/Prenatal Specialized Registry
increase the use of practice-level HIE tools and service * Ambulatory Connectivity and Support
* Analytical Patient Population Dashboard

Objective B Drive connectivity to ambulatory EPs and practices for clinical data * Obstetrics/Prenatal Specialized Registry
sharing * Ambulatory Connectivity and Support
* Analytical Patient Population Dashboard

Objective C Support practice-level connectivity through services such as baseline * Obstetrics/Prenatal Specialized Registry
data exchange and clinical quality measurement * Ambulatory Connectivity and Support
* Analytical Patient Population Dashboard
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» Alignment to DHCF Goals

Overall Vision for HIE in DC

Bolster the exchange/integration of data associated with population health, social determinants of wellbeing,
clinical data and health-related service utilization throughout the care continuum to improve health outcomes,
control health care costs, and enhance the patient experience of care received throughout DC. ROAD

ROAD MAP GOAL #3: Develop and prioritize use cases critical for the improvement of population health and the
management of special populations

Objective Objective Description Enhanced HIE Project

Objective A Enhance EP and EHs’ ability to capture risk based data on specific subsets ¢ Dynamic Patient Care Profile
of their patient populations * Electronic Clinical Quality Measurement
Tool and Dashboard
* Analytical Patient Population Dashboard

Objective B Implement electronic transmission of risk based data to help EPs and EHs ¢ Dynamic Patient Care Profile
better engage beneficiaries in improving their care * Electronic Clinical Quality Measurement
Tool and Dashboard
* Analytical Patient Population Dashboard

Objective C Ease provider and practice burden associated with quality reporting * Dynamic Patient Care Profile
requirements * Electronic Clinical Quality Measurement
Tool and Dashboard
* Analytical Patient Population Dashboard

Objective D Implement eCQM measurement and reporting to help EPs and EHs meet ¢ Dynamic Patient Care Profile
mandatory reporting criteria * Electronic Clinical Quality Measurement
Tool and Dashboard
* Analytical Patient PopulationsBashboard



MAPing (MEASURING, ASSESSING,
PLANNING) THE USE OF SOCIAL
DETERMINANTS OF HEALTH DATA IN
THE DISTRICT



*
»*
*
*
*
*

— Four Goals for MAP!

“l evel Set” within the District

— Share current and planned uses of social determinants of health
(SDH) data

— Identify tools and methodologies used to collect SDH data
 Review national best practices with respect to 3 use cases:

— Care Planning/Care Management

— Policy and Planning

— Evaluation and performance measurement

« Discuss opportunities and challenges implementing the
collection and use of SDH

» ldentify next steps: develop strategies and tactics to improve
health outcomes in the District

Government of the District of Columbia Department of Health Care Finance




79 MAP Participants Representing Diverse
Organizations

University Center for Excellence in

Milken Institute School N\ #!/M/\ Developmental Disabilities
of Public Health HA ] )
UNITY THE GEORGE WASHINGTON UNIVERSITY District of Columbia LeaderShlp Cuun':.ll.fur
HEALTH CARE Hospital Association Healthy Communities
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<& CRISP

AmeriHealth Caritas
District of Columbia
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== SDH Measure Domains ==

1. Housing 12. Access to Technology

2. Social Isolation/Social Info to support trauma care
Inclusion 14. Demographics

3. Food Insecurity 15. Public Benefits

4. Mental Health 16. Resilience

5. Health Literacy 17. Patient Activation
Transportation 18. Intimate Partner Violence

7. Employment 19. Material Resources

8. Income
Education

Substance Use
ACEsS

Government of the District of Columbia Department of Health Care Finance




DCAHIE

NEXT MEETING:
JULY 20, 2017 10AM-NOON



